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  Other __________________
10. Are you motivated to make quit using tobacco? (circle one)
  yes maybe no
Reference:
Cessation guidelines: http://www.surgeongeneral.gov/tobacco/tobaqrg.htm
Gritz ER, Dresler CM, Sarna L. Smoking: the missing drug interaction in oncology clinical 
trials: ignoring the obvious. Cancer Epidemiol Biomarker Prev 2005;14(10):2287-93.
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Tobacco is the single largest preventable cause of death in the world, 
which killed an estimated 5.4 million people in 2006. Trends indi-
cate that by 2030, 70% of the total deaths will occur in developing 
countries. It is currently responsible for the death of one in ten adults 
worldwide. Half the people that smoke today - that is about 650 million 
people - will eventually be killed by tobacco. The World Health report 
2002 ranked tobacco consumption as the second leading risk factor 
globally, while for industrialized countries, with just over one-ﬁfth of 
the world’s population , tobacco is the leading risk factor, accounting 
for about 12% of all disease and injury burden. 
Overwhelming evidence showed that tobacco use is harmful and ad-
dictive. All forms of tobacco cause many fatal and disabling health 
problems throughout the life cycle.
As the estimated number of attributable deaths increased with one mil-
lion in ten years (1990-2000) the world faced a rapid evolution of the 
tobacco epidemic with the increase of the burden being most marked 
in developing countries. The spread, as well as the reinforcement of the 
epidemics carried out through complex mix of factors that transcend 
national borders. Most of the smoking-related disease burden is still 
found in industrialized countries and the burden of disease attributable 
to tobacco concentrates in countries with a higher prevalence of smok-
ing, countries with a very high number of smokers if only because of 
their demographic size, and or countries with limited capacity to face 
the tobacco epidemic. Globalization of the epidemic restricts the capac-
ity of countries to regulate tobacco through domestic legislation alone 
- making international coordination of policies essential.
The association between tobacco smoking and cancer was demonstrat-
ed by Sir Richard Doll’s in 1950, in his paper that has become a public 
health classic. After a half of a century, the Report of the Surgeon 
General in 2004 stated not only that “cancer is the second leading cause 
of death” but also the fact that cancer “was among the ﬁrst diseases 
causally linked to smoking”. We know that lung cancer is the most fre-
quent cause of cancer death, and cigarette smoking causes most cases. 
Tobacco’s role in increasing the chance of lung cancer is one of the 
most widely known of tobacco’s harmful effects on human health. An 
overwhelming 87% of lung cancer deaths can be attributed to tobacco 
use. For smoking-attributable cancers, the risk generally increases with 
the number of cigarettes smoked and the number of years of smok-
ing, and generally decreases after quitting completely. The risk of 
dying from lung cancer is more than 22 times higher among men who 
smoke cigarettes and about 12 times higher among women who smoke 
cigarettes compared with never smokers. Besides lung cancer, tobacco 
use also causes increased risk for cancer of the mouth, nasal cavities, 
larynx, pharynx, esophagus, stomach, liver, pancreas, kidney, bladder, 
uterine cervix, and myeloid leukemia.
In developed countries, where the tobacco epidemic took hold much 
earlier than in the rest of the world, tobacco-related cardiovascular and 
lung diseases and cancers cause a signiﬁcant proportion of total deaths 
and chronic disability. 
In developing countries tobacco is one of the leading risk factors and its 
importance is growing quickly even in countries where infectious and 
maternal and child problems have traditionally dominated the ranking 
of most frequent diseases. It is urgent to act now at country-level to 
stop the tobacco epidemic. 
The constant challenge for tobacco control in the countries is to “clear 
the smoke” surrounding tobacco issues. And this can be done through 
educating the decision makers and policy leaders on the feasible and 
cost-effective tobacco control measures that will protect public health. 
While the involvement of the decision makers is of major importance 
for tobacco control, the contribution of physicians, as well as all health 
professional, is critical as they are the ones in direct communication 
with the patients. They can educate their patients about the personal 
health costs of tobacco use. Some of the tobacco control interventions 
aim to educate the public to “inform” the government that represents 
it about the public health costs. Another challenge faced by tobacco 
control is to anticipate and counter the opposition. The tobacco industry 
is a prime example of how global business operations can be promot-
ing cigarette consumption while at the same time distorting public 
perceptions of the risks involved. Because cancer is a concern for many 
people, and tobacco has been inextricably linked to the use of tobacco, 
many organizations in the world are now committed to tobacco control. 
Besides public health campaigning groups, health authorities, as well 
as private companies (i.e. pharmaceutical companies) aim to inﬂuence 
policies to control risks.
Experience has shown that there are many cost-effective tobacco con-
trol policies and measures that can be used in different settings and that 
can have a signiﬁcant impact on tobacco consumption. 
The most cost-effective strategies are population-wide public poli-
cies, like tobacco tax and price increases, complete bans on direct and 
indirect tobacco advertising, establishment of smoke-free environments 
in all public and workplaces, and large clear pictorial health messages 
on tobacco packaging. All these measures are included as provisions of 
the ﬁrst international public health treaty, which is the WHO Frame-
work Convention on Tobacco Control (WHO FCTC). This treaty is 
the global response to the global impact of tobacco and the lack of 
comprehensive and sustainable tobacco control programs. Through the 
WHO FCTC, governments recognized the danger for the global public 
health as well as the need for more stringent tobacco control uniformly 
recognized - including the above-mentioned evidence-based measures: 
increased taxation, bans on advertising, and the introduction or expan-
sion of smoke-free environments and cessation programmes.
WHO FCTC entered into force on 27 February 2005, and it repre-
sents a breath of fresh air to re-invigorate tobacco control efforts that 
establishes tobacco control as a priority on the public health agenda, 
provides an evidence-based tool for adoption of sound tobacco control 
measures and also introduces a mechanism for ﬁrm country commit-
ment and accountability. The level of global support and commitment 
has been phenomenal, the Treaty quickly became one of the most 
widely embraced UN Treaties, and has garnered currently 146 contract-
ing parties. 
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Among the many measures provided by the Convention there are ﬁve 
key-strategies that are considered as the most cost-effective ones, there-
fore these should be the ﬁrsts into the attention of the countries:
1. Price and tax measures to reduce the demand for tobacco (Article 6 
of WHO FCTC)
2. Protection from exposure to tobacco smoke (Article 8 of WHO 
FCTC)
3. Packaging and labelling of tobacco products (Article 11 of WHO 
FCTC)
4. Ban of tobacco advertising, promotion and sponsorship (Article 13 
of WHO FCTC)
5. Combating illicit trade in tobacco products (Article 13 of WHO 
FCTC).
The success of the WHO Framework Convention on Tobacco Control 
(WHO FCTC) largely depends on preparing countries to ratify the 
treaty and to implement effective tobacco control measures. Building 
and strengthening national capacity (political, managerial and techni-
cal) in countries is the key to a systematic multi-sectoral approach to 
tobacco control. The expected outcome of building national capacity 
is a comprehensive and sustainable national strategy for multi-sectoral 
tobacco control programmes and policies. This approach will ensure 
sustainable governmental and community action for comprehensive 
tobacco control efforts. But capacity building is not only about govern-
ments. It is about mobilizing will and resources wherever they are. The 
process of building capacity in tobacco control needs to go beyond the 
public sector, because it is inherently inﬂuenced by at least two factors 
outside public institutions: the state of governance, and entities in the 
private sector, which include commercial enterprises and civil society 
organizations (tobacco control and cancer prevention organizations, as 
well, professional associations etc.). 
Implementation of the WHO FCTC at country level is not an easy 
process and our experience shows that obstacles can be met in the way. 
There still exists a large unmet capacity gap which needs to be ad-
dressed to enable countries to effectively fulﬁl the above functions for 
national tobacco control. 
The actions to be taken at the country level, as well as the ofﬁcial 
structures that address the core needs for a successful tobacco control 
program, are:
1. Sustainability - an agreed plan of actions, clear long term goals and 
political will; 
2. Comprehensive multi-sectoral tobacco control with governmental 
and community involvement;
3. Local, regional and nation wide activities to ensure awareness rais-
ing and gain support from the public.
As mentioned previously, the clinicians have a key role in this process. 
They reach a high percentage of the population and have the opportu-
nity to help individuals change their behaviour (e.g., cessation support). 
They can inﬂuence peers and colleagues to quit using tobacco. In legis-
lative terms, they can use their inﬂuence at local and national levels to 
encourage adoption of preventative tobacco control measures. Through 
professional societies and associations, they can help strengthen net-
works, set examples and drive social norm change.
While there should be no borders between advocating for cancer preven-
tion and tobacco control, the collaboration between both communities 
- tobacco control and cancer prevention - with the support coming from 
the World Health Organization can truly add value to the “saving lives” 
global effort. How? By educating physicians to promote smoking ces-
sation in their practices, bringing prevention and treatment perspectives 
together more effectively, advocating strongly to inﬂuence both health 
professionals and policy makers, and helping spearhead establishment 
of smoke-free environments in healthcare settings. All these can be done 
through raising awareness among politicians, health professionals and 
society, eventually implementing the WHO FCTC at large. 
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The scientiﬁc and medical evidence is indisputable that tobacco 
products cause great harm not only to their users, but also to nonusers, 
creating devastating health consequences and incalculable economic 
damages in whole world. These adverse effects of tobacco use make 
tobacco control a public health imperative. Active efforts have been 
made in many high-resource countries of Europe, North America and 
Australia to reduce tobacco consumption through a variety of means 
including public health education, banning advertising and promotion, 
increasing prices of tobacco, restricting access of minors to tobacco 
and bans on smoking in public places, bars and restaurants. Despite this 
variety of tobacco control activities, smoking prevalence among adults 
has remained stable at around 20 to 30% in many of these countries 
during past 10 years.
Complete smoking ban may be associated with greater reduction in 
smoking than any other forms of tobacco control measures. It appears 
that legislation banning the manufacture and sale of tobacco products is 
the ultimate step towards total tobacco control. However, legislative ac-
tions for banning tobacco is so difﬁcult to implement immediately that 
comprehensive stepwise and concerted actions are needed. Examples of 
stepwise anti-smoking activities, we implemented in Korea, including 
the international network for banning tobacco, will be presented. 
Since the opening of the National Cancer Center (NCC) in 2000, we 
implemented several anti-smoking policies within our institution and 
initiated nationwide campaigns. We started in 2000 Tobacco-free Work-
place campaign by banning smoking within the boundary of NCC and 
all employees who smoked cigarettes were counseled to quit smoking. 
In 2 years, we achieved the goal of 100% no smoking among our NCC 
employees. In December 2002, we had a ceremony declaring NCC as 
a Total Tobacco-free Workplace to demonstrate the commitment of our 
institution as a commanding post of tobacco-control campaign and to 
exemplify the success of such tobacco-control measures as Tobacco-
free Workplace. We also organized a series of symposia on various 
topics of tobacco control since September 2000. 
Following the approach led by NCC, three major broadcasting compa-
nies in Korea and twelve leading newspapers decided to ban smoking 
scenes or photos in their media in 2004. We contacted labor unions and 
professional organizations in the medical ﬁeld and received full support 
on the non-smoking resolution from the leaders of participating unions 
of the both labor unions in Korea and six medical professional organi-
zations. As the campaign progressed, the Ministry of National Defense 
and the National Police Agency agreed to stop the practice of selling 
duty-free cigarettes to the army from 2009 and the police from 2008. 
Increasing the tobacco tax was proposed in January 31, 2001. Six years 
of determined effort culminated in the attainment of the ultimate goal 
on 22 February 2006 when we ﬁled a petition to the National Assembly 
of Korea, called for a complete ban on the manufacture and sales of 
